No Association Between H. pylori and EE--Positive or Negative

Is There a Relationship Between Helicobacter pylori Infection and Erosive Reflux Disease in Children?
Emiroglu HH, Sokucu S, et al: Acta Paediatrica 2010; 99 (1): 121-125 Though separate theories have attributed either a causative or protective effect of H. pylori on GERD, there is no association between H. pylori infection and prevalence or severity of EE.
Background: Endoscopy with histology is the most accurate method for determining esophageal damage that results from gastroesophageal reflux disease (GERD). While we know that Helicobacter pylori infection is associated with duodenal ulcerations, it has been suggested that the same infection may exert a protective effect on GERD. H. pylori infection is prevalent in patients with nonerosive reflux disease (NERD), but whether H. pylori may be negatively associated with erosive esophagitis (EE) is less clear. Objective: To examine the relationship between H. pylori infection and EE in children. Methods: A Turkish pediatric center conducted a retrospective review of children who received diagnostic upper endoscopy between 2002 and 2005. None of the patients received antibiotics or bismuth within the 6 months prior to study. Those using H2 blockers, proton pump inhibitors, or other selected drugs discontinued therapy 4 weeks prior to study. If detected, esophagitis was scored by gross appearance and histology. EE was diagnosed if macroscopic erosions or ulcerations were present. NERD showed histologic, but no gross signs of esophagitis. A control group was comprised of those without evidence of GERD. H. pylori infection was determined by both positive urease test and histologic examination. Results: 206 children were included for study (mean age, 8.4 years) , with 67 (32.5%) showing signs of GERD. Of these, 24 revealed erosions or ulcerations (comprising the EE group), and 43 showed only histopathologic changes (forming the NERD group). H. pylori were detected in 35% of the total group, including controls, with no significant difference found between those with or without GERD. Although the H. pylori infection rate was higher in the NERD group than in the EE group, the difference was not statistically significant. Positive H. pylori status did not correlate with prevalence or severity of EE. Conclusions: There is no association (either positive or negative) between H. pylori infection and the prevalence or severity of EE. Reviewer's Comments: Contrary to the premise in this study, it has been proposed that H. pylori contributes to development of GERD through antral gastritis, increasing acid production, decreasing lower esophageal sphincter tone, or impairing gastric filling. Epidemiologic evidence, however, suggests that there is a negative association between H. pylori and GERD. As the incidence of H. pylori has decreased in Westernized countries, the prevalence of GERD has increased. Furthermore, the risk of GERD seems to increase after eradication of the organism. The authors suggest that bacterial ammonia production resulting from persistent H. pylori infection could serve to oppose gastric acidity, thereby protecting from esophageal damage. But the results of this study fail to support either theory, and, in fact, fail to support an association between H. pylori and GERD at all. (Reviewer-Alyssa Siegel, MD).
Adolescent Risk Factors for Adult T2DM
Childhood Predictors of Adult Type 2 Diabetes at 9-and 26-Year Follow-Ups.
Morrison JA, Glueck CJ, et al:
Arch Pediatr Adolesc Med 2010; 164 (January): [53] [54] [55] [56] [57] [58] [59] [60] Elevated BMI, blood pressure, lipid levels, and insulin levels in early adolescence are associated with adult-onset T2DM.
Objective: To determine whether pediatric office measures (waist circumference, body mass index [BMI] , systolic blood pressure [SBP] , diastolic blood pressure [DBP] , parental history of diabetes) and laboratory measures (glucose, lipids, and insulin) predict type 2 diabetes mellitus (T2DM) at ages 19 and 39 years. Methods: The authors examined data from 2 longitudinal studies, the National Growth and Health Study (NGHS) and the Princeton Follow-up Study (PFS). The NGHS collected data from girls at age 10 years and again at 19 years. The PFS collected data at 12 years of age and at 39 years of age. Sensitivity, specificity, positive predictive values (PPVs), and negative predictive values (NPVs) for office-and laboratory-based measurements were calculated for later T2DM. Children with evidence for DM upon entry were excluded. Results: In the NGHS, the incidence of T2DM at age 19 was 1.2% in black women and 0.2% in white women. In the PFS, the incidence of T2DM at age 39 was 4.9% overall. In the NGHS, specificity for T2DM was generally high for BMI (>95th percentile), SBP (>95th percentile), DBP (>95th percentile), parental DM, insulin (>95th percentile), HDL cholesterol (thth percentile), and triglycerides (>95th percentile) (94% to 97%). Sensitivity, however, was low (13% to 38%), as was the positive predictive value (2% to 6%). The results of the PFS were similar. In the PFS, specificity for T2DM was generally high for BMI (>95th percentile), SBP (>95th percentile), DBP (>95th percentile), fasting glucose (>100), insulin (>95th percentile), HDL cholesterol (thth percentile), and triglycerides (>95th percentile) (95% to 97%). Sensitivity, however, was low (4% to 21%), as was the PPV (6% to 21%). For PFS, multiple regression analysis revealed that SBP and BMI >95th percentile and black race were reasonably well associated with adult T2DM (area under the receiver-operator curve [AUC] of 0.698). For NGHS, multiple regression analysis revealed that SBP >95th percentile and parental history of DM were reasonably well associated with adult T2DM (AUC of 0.698). When also adding insulin >95th percentile, the AUC climbed to 0.764. Conclusions: Children with SBP, BMI, triglycerides, and insulin levels all greater than the 95th percentile, fasting glucose >100, and a family history of DM are at increased risk for developing T2DM. The PPVs for these measurements on T2DM were generally low, however. The authors speculate that this group should be targeted for preventive measures. The study has several limitations, including difficulty distinguishing type 1 DM from T2DM in follow-up. Reviewer's Comments: Given that the sensitivities are low for all of these markers, it is important not to over rely on these individual measurements when counseling adolescents about their risk for T2DM. Even those without the risk factors identified in this study, (SBP, BMI, triglycerides, and insulin levels all >95th percentile and black race) are still at risk for T2DM. Well-known preventive strategies against T2DM should universally be encouraged, such as routine exercise and moderate caloric intake. (Reviewer-Daniel Coghlin, MD). Approximately 2% of infants <3 months of age with FWS have bacteremia; the predominant pathogen is Escherichia coli and generally associated with a UTI.
Bacteremia in Young Infants Often Associated With UTI
Blood Culture and Bacteremia Predictors in Infants Less Than Three Months of Age With Fever Without Source.
Background: Over the last 15 to 20 years, the epidemiology and microbiology associated with fever without source (FWS) in infants <3 months of age have changed dramatically, largely due to intrapartum group B Streptococcus antibiotic prophylaxis and pneumococcal conjugate vaccine. Objective: To determine the rate of bacteremia as the cause of FWS in young infants and to ascertain findings associated with bacterial infection. Design: Retrospective descriptive study.
Methods:
The authors conducted a retrospective record review of all infants <90 days old who presented to a pediatric emergency department in 2003 to 2008 with FWS. Infants with a temperature ≥38°C or with tactile fever as reported by parents were eligible. Patients were treated as deemed appropriate by the emergency physician, but in general, the work-up was comprised of urine dipstick, CBC, C-reactive protein (CRP), blood culture, and urine culture. Lumbar puncture was performed on a case-by-case basis. The following data were recorded: demographics, medical history, duration and height of fever, whether the infant appeared ill, symptoms, physical examination findings, laboratory results, and treatment received. Results: Of the 1018 cases for whom blood culture was performed, only 23 (2.2%) were positive. There were 9 cases of Escherichia coli (8 of whom also had a positive urine culture), 4 Streptococcus pneumoniae, 3 Enterococcus faecalis, 3 Neisseria meningitidis, 2 group B Streptococcus, and one each with Staphylococcus aureus and Klebsiella pneumoniae. On multivariable analysis, factors associated with a positive blood culture were abnormal urine dipstick result and an appearance of not being well. The rate of a positive blood culture in a well-appearing infant with normal urine dipstick was 1%. CRP, WBC count, and absolute neutrophil count (ANC) were not helpful in predicting a positive blood culture with adequate sensitivity or specificity. The authors developed an algorithm whereby patients were classified as low risk for serious bacterial infection if they were previously healthy, well appearing, had a urine dipstick reading that was negative for leukocytes and nitrates, WBC of 5000-15,000/mm3, ANC <10,000/mm3, no pleocytosis if lumbar puncture was performed, and normal clinical evaluation for several hours. Using this algorithm retrospectively on this study population, only 0.6% of low-risk cases had a positive blood culture, for a sensitivity of 87% and a negative predictive value of 99.4% Conclusions: A blood culture should be performed in all infants <3 months of age with FWS. Reviewer's Comments: It is clearly important to obtain a blood culture in infants with evidence of urinary tract infection (UTI) or who are not well-appearing. UTI as the predominant cause of bacteremia in toddlers is now well established, but to my knowledge, this is the first study to report this in young infants. It will be helpful to see if these results are corroborated by others. (Reviewer-Rachel Moon, MD).
Unvaccinated Children at Higher Risk for Varicella Infection
Parental Refusal of Varicella Vaccination and the Associated Risk of Varicella Infection in Children.
Glanz JM, McClure DL, et al: Arch Pediatr Adolesc Med 2010; 164 (January): 66-70 Children whose parents refuse varicella vaccination are at higher risk for infection than their vaccinated counterparts.
Background:
The varicella vaccination is the most frequently refused of the childhood vaccination despite the 80% decrease in hospitalization, morbidity, and mortality that has followed its implementation. No study has assessed the relationship between parental refusal and risk of infection. Objective: To evaluate the individual-and population-based attributable risk of varicella in children of parents who refused the varicella vaccination. Design: Case-control study. Participants: Children 12 months to 8 years of age . Methods: Possible candidates were found by reviewing records from the Kaiser Permanente of Colorado health care system with ICD9 codes for varicella or by laboratory testing for varicella (polymerase chain reaction, direct fluorescent antibody, viral culture positive for varicella, or a rise in serum varicella IgG). These potential candidates' cases were then independently reviewed for disease confirmation by exposure risk, physical examination, and laboratory results as noted in the chart. Each confirmed case was then matched to 4 controls without acute varicella infection. Finally, both cases and controls were retrospectively evaluated for varicella vaccination status and were excluded from analysis if it was determined that there was a medical contraindication against vaccination or it was not clear that parents had refused vaccination.
Results: Approximately 130 confirmed cases of varicella were discovered from the almost 87,000 potential cases and compared against 430 controls. Of the 130 confirmed cases of varicella, 7 cases (5%) were unvaccinated secondary to parental refusal compared to <1% within the control group. The odds ratio for vaccine refusal and varicella infection was 8.6, with an individual attributable risk of 99%, implying that all 7 cases were due to vaccine refusal. The total population attributable risk was almost 5%, suggesting that 5% of all cases of varicella are due to vaccine refusal. Conclusions: On the individual level, varicella infection in children whose parents refused to vaccinate are almost 100% due to their unvaccinated status; when reviewing all varicella infections, 5% are due to vaccine refusal. Reviewer's Comments: What I want to know is the personal-and population-based attributable risk for morbidity and mortality secondary to vaccination refusal. This is information that could help educate physicians and parents who feel the varicella vaccination is optional, thereby improving vaccination rates (Reviewer-Lisa Humphrey, MD).
